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K 130 NFPA 101 MISCELLANEOUS

OTHER LSC DEFICIENCY NOT ON 2786 

This STANDARD  is not met as evidenced by:

K 130 12/19/05

A.  By observation we could not confirm that the 

refrigerator in the medical prep. room was on 

emergency power.  Currently the emergency 

power circuits are not color coded.  Check all 

buildings.  It was discussed that there is an all 

campus confirmation and coding in progress, 

beginning with the Jones building.

B.  By observation there were lights without lens 

covers and or the clear sleeve for protection.
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